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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review of patient 

rooms per ISDH CSHCR Program Advisory Letter 

Number AC-2020-02-HOSP.

Facility Number:  005047

Survey Date:  6/18/2020

The following rooms were converted from 

Rehabilitation Rooms to 

Medical-Surgical/Progressive Care Rooms: 

2201D, 2201W, 2202D, 2202W, 2203D, 2203W, 

2204, 2205, 2206, 2207 and 2208.  

QA:  6/23/20
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